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DECEDENT TRANSFER AUTHORIZATION FORM

1. DECEDENT INFORMATION:

Name: Date of Birth:

MR/ME #: EDRS#:

Sex: Race:

Home Address/ Nursing Home of Residence:

Date of Death:

Communicable disease: Yes_ No:  Ifyes, please attach DOH Communicable Disease Alert Form

2. NEXT OF KIN (“NOK”) CONTACT INFORMATION:

Name: Relationship to the Deceased:
Telephone #: Address:
NOK Informed of Transfer: Yes No
If Yes, informed by: Phone  Voicemail _ Other (Specify)

3. TRANSFERRING FACILITY REPRESENTATIVE INFORMATION:
Name of representative: Title:
Facility: Signature:
Telephone #: E-mail:
Facility Address:
Death Certificate Filed by Facility: Yes  ~~ No

4. DECEDENT TRANSPORTED TO STORAGE FACILITY BY:
Name: Transportation Company/Facility:
Signature: Date/Time:

S. STORAGE FACILITY RECEIVING BODY:

North: Central: South:
Name: Title:

Signature: Date/Time:

Seal#:

Trailer#: Rack#: Row#:

6. DECEDENT RECEIPT WITNESSED BY:
Name: Title:
Signature: Date/Time:
(The witness who signs Section 6 cannot be the same individual that signs Section 5 above.)

By signing this form above, the Transferring Facility has agreed that the following provisions are the sole responsibility of the
Transferring Facility, and agreed that the Department of Health and the Office of the Chief State Medical Examiner have no
responsibility regarding the following:

Certification of death for death certificate

Transportation of the deceased to the storage facility

Proper identification of the deceased prior to transfer of body.

The removal and cataloguing of all property of value of the deceased prior to transferring the body

Unless NOK makes arrangements, final disposition of the deceased
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